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Significance of the Study
Rehabilitation of psychiatric patients gained impetus as a result of
World War II. Prior to that time, rehabilitation was designed, for the
most part, for the physically handicapped, although there were a few
rehabilitation programs in mental hospitals during the 1930's and early
1
19^'s designed to provide activities to counteract withdrawal symptoms.
The apparent reasons for the lack of rehabilitative services and
programs can be linked to the mental hospitals' view of themselves and
their patients. Most state hospitals, until recently, conceived of
themselves as "protectors of the community from the mentally ill," who
were to be locked away from view. This orientation to custodial care
was related to attitudes of hopelessness about curing patients; and it
likewise contributed to the lack of improvement on the part of the
patient. This orientation carried with it the assumption that a patient
was either sick or well and that his illness was encapsulated within him.
Most were not expected to recover. Recovery was believed to depend on
the patient's self-recuperative powers than on anything done for him.
iMorris Schwartz et al., Social Approaches to Mental Patient Care




During this time patients either left the hospital "cured” or not at all.
In recent years more helpful views of patients' recovery and release
have emerged hecause of ideas closely related to the development of after¬
care programs. Three basic ideas are of importance in these developments.
First, "the conception that much mental illness is a function of poor
interpersonal relationships." As the hospital staff came to the idea
that the genesis and maintenance of certain disturbances resulted from
disordered interpersonal relationships, they saw that it was folly to
treat the patient in the hospital and then return him to the same stress¬
ful situation that led to hospitalization. They then felt that their
task was to modify his unsatisfactory relationships with significant
2
persons and to help him to find new relationships in the community.
A second idea has been that of distinguishing between psycho-dynamic
processes constituting mental illness and the "social crippling" resulting
from institutionalization itself. It is the opinion of some experts that
much of the disability connected with severe mental illness is foreign to
3
the illness and is superimposed by hospitalization in total institutions.
^Schwartz, op.cit., p. 207.
^Ibid.. p. 208.
3lbid., Morton M. Hunt discussed "total institution" in "A Report on
the State Mental Hospital: Treatment Center and Dumping Ground," Trends
in Psychiatry, II, No. 1 (West Point, Pa.: ^ferck & Co., Inc., I965), 7 8:
9, as a tenn used by contemporary sociologist to refer to a mental insti¬
tution at which a policy of self-containment is in practice. There are
gates, fences and guards, and buildings are connected by enclosed passage¬
ways so that patients can be "herded" from wards to dining rooms and back
again, without any chance of breaking away. As a part of the policy of
self-containment, the hospital has its own farm, maching shops, laundry,
and homes and dormitories for its staff. It is virtually a world unto
Itself.
3
The third conception is that persons in the community may play an
important role in the fate of the hospitalized. This is an important
principle in the development of foster home programs, in that, an
environment suitable to the needs of the patient is considered as a
1
possible placement.
It must be pointed out that these ideas or conceptions did not
emerge simultaneously. Psychiatric rehabilitation at first seemed to
have focused on helping chronic patients develop or relearn behavior
appropriate for living outside the hospital. These early psychiatric
rehabilitation programs were located in mental hospitals, but when it
became clear that certain behavior can be successfully learned only in
the setting in which it is practiced or encouraged, they were moved out in¬
to various settings in the community. Today they are found in the homes
of foster families, in sheltered workshops, in recreation centers, and
2
again in hospitals.
Ewalt presents what he considers three plans of approach of the
various rehabilitation programs. They are:
l) The rehabilitation takes place in a protected environment
within the hospital setting. 2) Rehabilitation is in a pro¬
tective setting but outside the hospital environment. 3) Non¬
protected environment outside the hospital.3
ISchwartz, op. cit., p. 210.
^Ibid.. p. 209.
3Jack R. Ewalt, "National Aspects," Rehabilitation of the Mentally
Ill, ed. Milton Greenblatt and Benjamin Simon (Washington: American
Association for the Advancement of Science, 1959), pp. ^ - T.
k
Among the existing programs, the one of major focus for this study
is the foster home placement program which corresponds with Ewalt's
second presentation. A brief historical sketch of the development of
this program would serve to put it in its proper perspective in relation
to this study.
Interest in family care in the Iftiited States has grown considerably
in the past twenty years. From the early developments of foster home care
in Gheel, Belgium in 1250 and its outcome, information and observations
were brought back to the Ikiited States by Frank Sanborn and Dr. Samuel
Howe of the Massachusetts State Board of Charities. The Massachusetts
State Board of Charities, in l864, made a recommendation for the establish¬
ment of a family care program and continued to do so annually until in
1885 when the State Legislature enacted a law permitting the boarding out
of "insane persons of the chronic, quiet class." Payment for the needy
patients was to be made by the Board of State Paupers and Lunatic
1
Hospitals.
The enactment of similar programs in other states did not proceed
at a rapid rate. The next family care program for the mentally defective
was instituted by the State of New York in 1933 and in 1935 a special
bill was passed to extend the service to the mentally ill. In the next
seven years foster care programs were created by the states of Maryland,
2
Pennsylvania, Nebraska, California, Rhode Island, Illinois and Michigan.
^Horatio M. Pollack, Family Care of Mental Patients (New York: New
York State Hospital Press, 193^)^ pp. 27-33*
tester B. Crutcher, Foster Home Care for Mental Patients (^ew York:
Commonwealth Fund, 19^^), p. 12.
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As of June 30, 1962, the total number of patients in family care
was 14,356, As related to the States and agencies, each had the following:
Veterans Administration, 2,697; New York, 2,880; California, 2,241;
Illinois, 1,573; Michigan, 1,154; Ohio, 810; Maryland, 468; New Jersey,
439; Kansas, 4ll; Rhode Island, 274; Pennsylvania, 245; Maine, 210;
Indiana, 207; Massachusetts, 206; North Carolina, 200; Connecticut, 8I;
1
Kentucky, 37; Idaho, 30; Virginia, 17; and Vermont, 4,
Generally, two groups of patients are considered in the development
of a family care program. Usually the larger group will be the continuous
treatment type of patient whose chief needs are a moderate degree of
physical comfort, a syn5)athetic caretaker, some freedom to wander about
the house and grounds, and simple work or recreation of various kinds
according to his Interests, Msrked improvement is not expected with the
great majority of these patients. Although the patients become more
responsive as the result of the individual attention which they receive
in homes, it is not thought that they will improve enough to be re-habill-
tated, that is, to become independent, social, and self-supporting people.
The number of patients from this group who have resi>onded so well to
family care that they can be paroled or discharged has been gratifying
but an unanticipated result. Sometimes these "continuous treatment
patients" respond so well that changes in placement are made for thera-
2
peutic reasons with plans for community rehabilitation.
^Walter E. Barton, "Family Care and Out-Patient Psychiatry," American
Journal of Psychiatry, CIXX (1963)» p. 666,
^Crutcher, op, clt,, p. 35•
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There Is a second and much smaller group for whom family care has
"been entirely a therapeutic measure. For this group, permanent and total
rehabilitation of the patient is expected and family care is used as a
treatment measure to bring about this result. The level of adjustment
anticipated is one with which the patient can be comfortable and one
which he can maintain without continued assistance from the hospital
aside from the usual casework assistance given during parole. This
aspect of family care has been the major factor considered in the place¬
ment of patients by the Worcester State Hospital in Massachusetts and
by the Utica, Marcy, Rochester and Rockland State Hospitals in New York.
When placement has this definite therapeutic aim, family care is thought
of as a step toward normal life with the expectation that it will enable
1
the patient to find a permanent place for himself in the community.
Like the chronically ill in family care, the patients selected for
2
therapeutic placement represent all diagnoses. Pollack points out
that "good judgment" must be exercised in selecting patients for family
care. He states further that patients suitable for home placement include
quiet schizophrenic cases, chronic manic-depressives, and other "un¬
disturbed types that are tractable and capable of following instructions."
Those not suitable for family care include the following:
l) Patients with acute disorders who are likely to recover
Crutcher, op. cit., pp. 35*36.
^Ibid., p. 36.
3pollack, op. cit., pp. 17-18.
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within a few months; 2) Patients that are noisy, destructive,
violent or suicidal; 3) Patients that are bedridden or that
require constant medical and nursing care; k) Patients that
are under-going special medical or psychiatric treatment; 5)
Patients that are contentious or have pronounced delusions of
persecution; 6) Patients with marked erotic tendencies; 7)
Patients that have severe convulsions.
With the increasing interests in family care (foster home placement)
many pronouncements and basic assumptions have been made. The Joint
Commission on Mental Health listed foster family care as one of the
recommended forms of after care and rehabilitation in the following state¬
ment:
The objective of modern treatment of persons with major mental
illness is to enable the patient to maintain himself in the
community in a normal manner. To do so, it is necessary l)
to save the patient from the debilitating effects of in¬
stitutionalization as much as possible, 2) if the patient
requires hospitalization, to return him to home and community
as soon as possible, and 3) thereafter to maintain him in
the community as long as possible. Therefore, aftercare and re¬
habilitation are essential parts of all service to mental
patients, and the various methods of achieving rehabilitation
should be integrated in all fonns of services, among them day
hospitals, night hospitals, after-care clinics, public health
nursing homes, rehabilitation centers, work services, and
ex-patlent groups.!
Gfeenblatt, Levinson and Williams point out that family care has
"fascinating possibilities" for some patients because they need the
closeness of a family yet cannot get along in their own families for
various reasons or have no families to go to. Family care therefore
Joint Commission on Mental Illness and Health, Action For Mental
Health: Final Report of the Joint Commission on Mental Illness and
Health,' 19^1 (New York; Basic Books, 1961), p. xvii.
8
has the advantage of offering a wide variety of different family groups
in terms of size, ethnology and culture, as well as in personalities and
emotional atmosphere. They state further that experience has shown that
relapses are less frequent among family care patients than in the general
run of discharged psychotic individuals. They conclude that:
Successful home care will not only help reduce the chronic
population in hospitals, and mitigate the atmosphere of
inertia and hopelessness, but it will reduce the public
burden of supporting mental hospitals. In addition, super¬
vision of home care patients may contribute greatly to our
clinical knowledge.!
Pollack points out in the following example what he considers the
four-fold advantages derived from family care:
Patients placed in suitable families resume a measure of
community life with a natural environment and with more
freedom than could be possible in a state hospital. The
families receiving patients have an outlet for their
altruistic sentiments and acquire a secure economic status.
The state hospital relieved of many of its custodial
cases can devote more of its energies to the scientific
treatment of acute and recoverable patients. The state
conducting an extensive system of family care would be
relieved of the necessity of building new hospitals and
would have a better opportunity to treat its mental
patients in accordance with their individual needs
Barton presents assumptions govering the use of family care which
adequately summarize the assumptions and pronouncements presented above.
He states that the chronically ill live more normal lives in family care
than on the wards of a hospital. Family care is less costly, avoids
!Milton Greenblatt, Daniel Levinson and Richard H. Williams, The
Patient and the Mental Hospital (Glencoe, Illinois: The Free Press,
1957), p. 515.
^Pollack, op. cit., p. 20.
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construction costs in building new additions to existing hospitals,
saves personnel, reduces over-crowding and over-concentration of patients.
It provides an opportunity for adjustment of individuals who have families
that are too stressful or are unwilling to accept them. It serves as a
halfway facility for selected patients. It provides a test of the
1
capabilities of adjustment in the community for the older patients.
Many studies of existing foster care programs have been completed,
however only a few have been published. There is a tremendous volume
of literature on the historical development of family care. However,
no conclusive statements as to the exact methodology of selection of
patients and foster homes and the measurable out-comes of the program
are available. Leonard Ullraan and Virginia Berkman have contributed
2
definitions of "outcome types" in family care placements. Curtis Lyle
and Olga Trail have studied patients in foster homes who made successful
3
adjustments. Noel D. Burks presented a review of foster care programs,
which is a very comprehensive, yet general approach to foster care
k
programs.
None of these studies point up the exact operations of the foster
^Barton, op. cit., p. 665.
^Leonard Ullman and Virginia Berkman, "Types of Outcome in the
Family Care Placement of Mental Patients," Social Work, IV (April,
1959), PP. 72-78.
3curtis Lyle and Olga Trial, "A Study of Psychiatric Patients in
Foster Homes," Social Work, VI (January, 1963)^ PP* 82-88.
%oel D. Burks, "A Review of Foster Care Programs for Psychiatric
Patients," (unpublished Master's thesis, Adelphi IMiversity School of
Social Work, June, 1965)*
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care program. J. Mayone Stycos points to the need for research in this
area, stating that information is needed on how foster care programs
operate, what they do for the individual patient and how foster care
workers can go about interesting the hospital and the community in the
1
acceptance of such a program.
During the past four years there have been several developments
which indicate that rehabilitation and management of mental disorders
will be more Important in the future. These developments will undoubtedly
have an impact on foster care placement programs. First, the report of
the Joint Commission on Mental Illness and Health, entitled, "Action for
Mental Health," stimulated discussions and conferences among mental
health administrators, governors of states, the American Medical Asso¬
ciation and the American Psychiatric Association. The National Institute
of Mental Health, backed by the Mental Health Study Act of 1955» formulated
statements recommending the necessary steps to take in developing programs.
In February, 19^3^ President John F. Kennedy addressed a special message
on mental health to the Congress. For the fiscal years of 1964 and 1965
Congress appropriated $4,200,000 to be distributed to the states for the
purpose of planning comprehensive mental health programs. Recently,
legislation has authorized the appropriation of funds for the construction
of mental health centers. New appropriations have been made for grants
to demonstrate ways in which mental hospitals may be significantly improved
4j. Mayone Stycos, "Family Care: A Neglected Area of Research,"
Psychiatry, XIV (l95l), PP. 301-306.
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and for in-service training of hospital personnel.
All of these developments point in the direction of more comprehensive
mental health programs, with mental health centers as their focal point.
These developments serve to bring together all of the movements which
emerged in the past years. The growing concern has been to improve the
"paths into and out of" mental hospitals and toward making mental hospitals
themselves into therapeutic or rehabilitative communities rather than
2
"deprived islands of custodial care,"
The writer anticipates that this movement toward comprehensive
mental health programs will make the development of foster home programs
a necessary therapeutic or rehabilitative tool. Social workers, who have
had the major responsibility in these programs, will have to define,
clarify and develop foster home placement to the extent that it will be
efficacious in the total comprehensive mental health program.
The move toward decreasing the patient population of mental hospitals,
as proposed by the Joint Commission on Mental Illness and Health, means
that mar^ of the present psychiatric patients who, for various reasons,
have remained hospitalized long after the remission of their illnesses
will be among the first considered for foster home placement. This is of
major concern to the writer, in that, there is a belief that a great many
^Denise B. Kandel and Richard H. Williams, Psychiatric Rehabilitation
(New York; Atherton Press, 1964), pp. 9 - 10.
^Ibid.. p. 10.
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of the i)atlenits now hospitalized should and could have been placed in
foster homes long ago. This belief holds for many of the patients at
Veterans Administration Hospital, Northport. It is understandable that
many legal procedures are Involved in this, however, the treatment-team
personnel must make the "powers-that-be" aware of the need for an
extensive program. This is not to advocate foster care placement for
every patient, but to urge the development and refinement of a program
which could accommodate all patients who have obtained the maximum
benefits of hospital care and treatment, and who would benefit thera¬
peutically from foster home placement.
The Community Placement Program at Veterans Administration Hospital,
Northport has been in operation since 1953* The program covers foster
homes, special placements, rest homes, nursing homes and half-way houses.
It is considered to be "one of the most effective ways of helping selected
1
patients continue the improvement which began during hospitalization."
Due to the writer's interests in foster care, focus in this study
was placed upon the foster home section of the Community Placement
Program. The importance of such a program has been pointed out in the
preceding pages. In relation to social work practice, theory, and knowledge,
the writer proposes that the presentation of such a program will prove
invaluable to the future treatment and rehabilitation of psychiatric
patients and will add to, and clarify, existing social work knowledge.
^A. P. Dell Cort, "Foreword," Community Placement ProCTam (North-
port, N. Y.: Veterans Administration Hospital, Date Ikiknown), p. 1.
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Kahn points out the need for this type of procedure in the following
statement;
Social work in the coming years either must formulate and
test its own knowledge on a substantial scale, supplement¬
ing it with critical use of social science knowledge, or it
must surrender its professional functions to new and more
rigorous disciplines, thereby assigning its practitioners
to the role of useful technicians and abandoning the hope of
attaining full professional status for the field.^
Harriet Bartlett points out that social work has developed knowledge
from what social workers know from working directly with people — "the
impact of stress, the behavior of individuals seeking help.” This has
not motivated social workers to seek the means to make the knowledge
"visible and available" for the profession's use. Some writers have
stated that we probably "know more than we know we know," and it is
therefore important that in building knowledge we make use of, by
extracting from the experienced worker, what he has learned through
2
expert practice.
In the opinion of this writer, the presentation of the foster home
placement program would make a significant contribution to those agencies
interested in such a program and would pave the way for evaluative studies
on the effectiveness of the program. This would, in turn, add to existing
social work knowledge and increase its potential for expertise in practice.
Alfred J. Kahn, "The Nature of Social Work Knowledge," New Directions
In Social Work, ed, Cora Kasius (New York: Harper and Brothers, 195^),
pp. 210 - 211.
2
Ifarriet M. Bartlett, "The Place and Use of Knowledge in Social Work
Practice," Social Work, IX (July, 19614-), p» 38.
theory, and knowledge
Definition of Terms
The following terms will he defined as they will he used in the
body of this study,
1) Foster home placement
This term will he used interchangeably with "family care,"
"family placement," and "foster home care" and will refer
to the placement of psychiatric patients in the homes of
families other than their own for rehahilitation purposes.
2) Rehahilitation
This term will he used interchangeably with "therapy" and
will he defined as ",..reintegration of the individual
into the community on the most efficient and useful level
of adjustment possible."^
3) Psychiatric Patients
This term will he used to refer to those patients who are
hospitalized with a diagnosis from the official classifi¬
cation of the American Psychiatric Association.
If) Trial visit
This term will he used interchangeably with parole and
will refer to the normal twelve month period of a patient’s
stay in a foster home during which time he is still carried
on the hospital register and his adjustment and progress
is watched and supervised by the hospital social worker
and out-patient psychiatrist.
Purpose of the Study
The purpose of this study is to describe the total operation of the
Charlotte G. Schwartz, Rehahilitation of Mental Hospital Patients
(Washington: United States Department of Health, Education and Welfare,
1953)» P* 2; Quoted from L. J. Fink, "Aiding the Process of Reinte¬
gration, VJ.^Rehabilitation, XV (June, 19^9)» PP» 1^ - I6,
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Foster Home Placement Program at Veterans Administration Hospital, Northport,
Long Island, New York. It is the writer’s opinion that after-care programs,
particularly foster home placement programs, represent one of the most
positive approaches to the rehabilitation of psychiatric patients.
Since 19^9 the Veterans Administration has utilized foster homes as
a means of returning to normal community living those patients who have
received the maximum benefits from hospitalization and who cannot return
to their homes for various reasons. At Veterans Administration Hospital,
Northport, foster home placement is a component of the Community Place¬
ment Program which has been in existence since 1953* The technical
directives governing all Veterans Administration Foster Home Programs
are found in Veterans Administration Technical Bulletin, TB lOA -33^«
Using the material gathered in describing the Foster Home Placement
Program at Veterans Administration Hospital, Northport, an attempt was
made to formulate evaluative statements regarding the effectiveness of
this Program in carrying out the policy regulations and guidelines as
set down by Veterans Administration Central Office in the above mentioned
Bulletin. An attempt was made to compare the actual operation of the
program with the printed guidelines formulated by Social Work Service,
Veterans Administration Hospital, Nortlqport.
In carrying out these purposes, structure was given them by answering
the following questions;
1) What is the relationship of the foster home placement pro¬
gram to the total program of the Hospital?
2) Is foster home placement considered a stage or extension
of hospital treatment?
3) What is the ultimate aim of foster home placement? Have any
16
evaluative studies been done to test this?
4) How are patients selected and what criteria are used in the
selection of foster home patients?
5) What kinds of foster homes are selected and how are they
evaluated?
6) Are there special instructions for foster home parents?
7) VJhat contacts are made with relatives before placement is
made?
8) VJhatare the extent and scope of the social work follow-up
and supervisory phase of the foster home placement activities?
9) How are foster home placements financed?
Method of Procedure
The following data was needed to carry out the purpose;
a) Information on the historical development of the foster
home program, its objectives and purposes.
b) Detailed information relating to the structure of the
foster home program, the workers involved and their
specific fxxnctions,
c) Detailed accounts of the step-by-step process of patient
referral for foster home placement, evaluation and screen¬
ing of patient's case and factors essential in consideration
of patient's placement.
d) Information concerning the process of home selection, home
evaluation and any special instruction or training given
to foster home parents,
e) Information relating to any evaluative studies done since
the program has been in existence.
Data for this study was secured in the following ways;
1) Interviews
2) Reading pertinent material relevant to the study,
3) Observing Foster Home Board Procedures
17
Focused interviews, unstructured or partially structured were
scheduled with those individuals directly in charge of the Foster Home
Placement Program. Four Social Workers, two from Acute Treatment Service
and two from Continued Treatment Service were interviewed to ascertain
what criteria they used in identifying patients who could be considered
for foster home placement. Information was sought in relation to what
these workers saw that they have to accomplish before the patient is
placed in a foster home.
Presently, most of the planning activities, evaluation processes,
placement activities and follow-up activities are handled by the Foster
Home Board. Obsearvation sessions were scheduled with them in order to
formulate some logical pattern of procedure in relation to its function.
It was necessary to interview the members of this Board in order to
clarify and add to the information obtained from observation.
Interviews were scheduled with the following persons:
l) Chief and Assistant Chief, Social Work Service
These persons were interviewed for information relating to the Foster
Home Placement Program's relation to national Veterans Administration
Foster Home Programs; its place in the over-all treatment approach and
plan of the Hospital in relation to the rehabilitation of psychiatric
patients; the basic philosophy of philosophies underlying the Program and
its historical development at Veterans Administration Hospital, Northport.
Information was also obtained from pertinent literature relating to
the Foster Home Placement Program; printed statements of objectives and
procedures; forms, check lists and other materials.




This study was limited to one particular agency. Veterans Administra¬
tion Hospital, Northport, Long Island, New York and focused on one
program in the Community Placement Program hendled by Social i^ork Service,
namely, the Foster Home Placement Program.
The study was also limited due to the writer's inexperience in this
type of research.
CHAPTER II
THE VETERANS ADMINISTRATION FOSTER HOME PROGRAM
Foster care for psychotic veterans did not become an official mode
of treatment at Veterans Administration Hospital until approximately
three years after World War II. There had been, prior to that time,
only occasional placement of veternas in foster care situations. The
Veterans Administration Hospital at Tuskegee, Alabama was one of the
hospitals that had instituted such a program most widely and successfully.
The foster care program at Tuskegee 6volved because of repeated referrals
from the medical staff for trial visit planning for patients who were
homeless, rejected by their relatives or who had experienced unsatisfying
1
interpersonal relationships with relatives at home.
The Tuskegee Hospital was used as a study source and pattern when
the Veterans Administration began formulating policy statements and
2
guidelines for the official foster care program.
In 19^9t the foster care program received impetus with the issuance
of Veterans Administration Technical Bulletin 10A-2T9 which was entitled,
lErnestine C. King, “Foster Homes for the Mentally Ill: History of
Family Care for Mental Patients with a Study of Northport’s Foster Home
Program," (unpublished Master's thesis, Atlanta Iftiiversity School of




"Trial Visit Procedure in the Case of Patienes With Psychoses, Iinproved,
Who Are Going to Homes Other Than Their Own," This bulletin set up the
program as a national policy and as a treatment modality in hospitals
for mentally ill veterans. It defined the purpose of family carej
defined the term; and described generally the criteria for selection of
1
patients and the selection of homes. During the three years following
the issuance of the statement of policy and guidelines, many Social Work
Service Staffs began placing patients in homes in the community on a
2
"modest scale,"
On May 29, 1953^ a new Technical Bulletin, TB 10A-33^> the result
of recent study and examination, was issued and set forth the revised and
refined procedures for foster care.
The Hospital and the Community
The Veterans Administration Hospital at Northport is located in
Suffolk County on Long Island, fifty miles from New York City, It has a
capacity of 2,272 beds for male veterans with neuropsychiatric illnesses.
Care and treatment is given by 1,^75 personnel. This care and treatment
includes almost every current psychiatric modality as well as adjunctive
3
services. Total tareatment is basically a team approach, with the medical
lEugene J, DeBellis, "Boarding Home Placement at VA Hospital: Casework
Activities with Patients Placed Outside Their Own Homes," (unpublished
Master's thesis, Adelphi Ikilversity School of Social Work, June, 1953)#
pp, 20-21,
^King, opi clt,, p, 17,
3Sarah Nichols et al,, "Foster Home Placement of Psychotic Patients
with Histories of Problem Drinking," Quarterly Journal of Studies on
Alcohol, XXII (June, 19^1), p, 300,
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staff responsible for final treatment, diagnosis, and disposition of the
patient population.
Social Work Service has its place on the team and works toward: l)
enabling the individual patient to make the most effective use of
hospitalization through casework treatment directed toward his under¬
standing and modifying his feelings and attitudes; 2) assisting the
family in handling their social and emotional problems which interfere
with the patient’s use of treatment; and 3) enabling the patient (and
his family) through casework service to leave the hospital and move
1
toward rehabilitation in the community.
Suffolk County is made up of large and small towns, villages and
rural communities. This diversity affords a wide selection of types of
foster homes. Some are small and can accommodate one or two patients and
some homes are much larger with accommodations for as many as fifteen
patients. It is possible to place patients in homes on the main street of
2
town or in a "country" atmosphere.
Presently, approximately fifty homes in both Nassau and Suffolk
3
Counties are being used to place foster home patients.
The Foster Home Program At Northport
At Veterans Administration Hospital, Northport, the Foster Home
^Social Work Service Folder, Veterans Administration Hospital, North-
port, p. 1.
^Nichols, op. cit., p. 300•
3lnterview with Chief, Social Work Service, January 10, 1966.
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Program is a part of the over-all Community Placement Program which
covers foster homes, special placements, rest homes, nursing homes and
half-way houses. In discussing the foster home placement program, Eugene
DeBellis states:
As the program has not been extensive up to this point,
due to the policy of therapeutic placement, which always
yields a smaller number of patients than the continuous-
care type, home finding has not necessitated a compre¬
hensive use of community resources. It has been on the
other hand an Infomsal and unorganized search for homes,
as the need for one arose. In February of this year,
however, the Manager circulated an appeal for suitable
homes through the entire hospital, and in January 1953»
one of the staff caseworkers was designated 'family
care worker,'1
From the above statement, it can be concluded that foster care
placement procedures were actually in operation in 1952, however, it was
not until January, 1953 that a social worker was designated as "family
care worker," Hospital pamphlets and official sources quote the official
date of the Community Placement Program as January, 1953* This is found
in the following statement:
.,,Social Work Service has its place on the team in aiding
the veteran toward his rehabilitation in the community.
The foster-home program is one of the modalities developed
by Social Work Service to acconQ)lish this goal. The pro¬
gram at this hospital officially began in January 1953^ as similar
programs were being developed in other Veterans Administration
Hospitals and Regional Offices throughout the country,2
As stated previously, the Initial program had one worker who was
siq>ervised directly by the Chief of Social Work Service, This worker had
the responsibility of case finding, home finding, preparation, placement
^DeBellis, op, cit., p, 21,
^Nichols, op, cit,, p, 300,
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and supervision of patients in the program. From January, 1953 to
2
January, 1957, 101 patients were placed in foster homes.
In 1957 a second worker was added to the program. In I96I the
program was expanded and had four workers assigned to it. These workers
were supervised by a Supervisory Social Worker who received the cases for
foster home placement, reviewed and evaluated them and assigned them to
the individual foster home workers. It was noted that this procedure
brought about a tremendous time lapse between the referral of the case
and actual foster home placement. The individual foster home worker
often came to the conclusion that none of the homes on his list were
suitable for the case which he had been assigned. There was a great
deal of case shifting and changing among the four foster home workers.
In April, 196h, the workers decided to meet in a group. This group
3
became knows as the Foster Home Board.
The Foster Home Board is composed of : l) The Chief, Social Work
Service; 2) The four foster home workers; and 3) the presenting ward
social worker. The functions of the Board are;
1) To act as an evaluating board for patients recommended
for foster home placement. The Board has the casework
purpose of discussing a patient's readiness to go into
foster home placement.
%ichols, op. cit., p. 300*
^Ibid.. p. 299.
o
“^Burke, op. cit., p. 31.
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2) To select the most therapeutic home which will best
meet the individual patient's needs.
3) To discuss problem cases currently in foster homes so
as to develop feasible treatment plans.
If) To set financial rates for patient placement.
The operational procedure of the Foster Home Board can be outlined
as follows;
1) New cases for foster home placement are presented to
the Board by Staff social worker assigned to the case.
Patients who have been on placement before can be
placed again by the original foster home worker with¬
out another presentation to the Board.
2) The case is either accepted or rejected by the Board.
3) If accepted, the case is then transferred to the
foster home worker who will make the placement. In
some instances, transfer is delayed, pending; a) the
availability of a. home considered suitable to the
patient's needs, and b) securing adequate funds to
cover the patient's expenses while in foster home
placement.
CHAPTER III
FOSTER HOME PLACEMENT PROCEDURES
Foster home placement involves a systematic process which calls for
the use of casework skills in identifying the potential patients for
foster care; establishing a treatment relationship designed to prepare
the patient for foster home placement; evaluation of the patient's
readiness for foster home placement and actual placement. This chapter
will set forth the actual process involved in the foster home placement
procedures of psychiatric patients at Veterans Administration Hospital,
Northport.
Selection of Patients
Potential patients for foster home placement are usually identified
or brought to the individual ward social worker's attention in weekly
meetings of the Ward Treatment Team; Patient Evaluation Board Meetings
and Patient Review Board Meetings. The board names differ from ward to
ward, however, all are concerned with the patient's progress during
his period of hospitalization. The ward social worker also receives
referrals from members of the Nursing Staff, the Nursing Assistant
Staff and from relatives of the patients on his ward. Many patients
approach the ward social worker and make inquiries about the foster
home placement program. Other patients are identified through the case-
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work relationship and through case-finding efforts of the ward social
worker.
Although the final decision regarding a patient's placement in a
foster home is a medical decision, the ward social worker actually
assumes the responsihility of working with the patient, individually or
in a group situation. It is for this reason that the ward social worker
carefully evaluates each patient and sets up criteria for the selection
of foster home candidates. These criteria are:
1) The remission of patient's illness. WhetherIhe patient is
ahle to tendle his own medication and/or whether minimal
supervision is required.
2) An assessment of the patient's ego strengths and weaknesses;
his emotional readiness to leave the hospital; his capacity
for interpersonal relationships; his feelings regarding
himself and his sexual identification.
3) The patient's historical family relationships; the avail¬
ability of a home to return to; the attitudes of the
family members toward the patient; and the social situation
within the home setting.
V) The patient's personal hygiene and grooming habits and the
existence of any physical disabilities.
5) Whether the patient has open ward privileges and gate passes
in his own custody.
6) What foster home placement can do for the patient, in terms
of providing a stable environment and giving emotional
support and security.
7) The patient’s financial status. This point is not considered
of utmost imi>ortance due to the availability of public
assistance to finance foster home placement for indigent
patients.
8) The patient's vocational potential. 'Oiis point is not
considered of primary importance unless work is seen as
a necessary therapeutic goal while the patient is in
foster home placement. Many patients are able to attend trade
schools and colleges while in foster home placement.
9) The patient's participation in a cash program which allows
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him to handle his own funds. This program is not in
existence on all wards, however, on those wards where
it does exist, the social worker considers this point important
because many patients come to handle their own funds once
they are in foster home situations.
The amount of time needed to prepare the individual patient for foster
home placement, either in individual sessions or group sessions, differs
from case to case. Some patients are mentally and emotionally ready
for placement after one month of preparation and others remain in
preparatory sessions up to one year. Existing on a number of wards is
the "Pre-Foster Home Group" for those patients who have been identified
as possible candidates for foster home placement. The structure,
composition and treatment aspects of these groups differ from aims and
objectives developed by each ward social worker, however, the over-all
intent and purpose is to make the patients aware of foster home placement
and to motivate them, through the group process and method of treatment,
to consider foster home placement as another step in their over-all
treatment and rehabilitation. Some groups are fortunate to have former
foster home patients who have returned to the hospital for various reasons
and who share their negative and positive experiences with the group.
While the patients are seen in individual or group sessions, the
ward social worker carries on casework activity with the relatives of
these patients. The usual procedure is for the family to be notified
by letter that foster home placement is to be instituted as a form of
therapeutic treatment for their relative. This action can be carried out
in the "ten-day letter" which is used extensively to notify relatives of
changing status or new planning for a particular patient. In instances
where the relatives are reticent or where they voice disapproval of foster
home placement, the ward social worker attempts casework activities to
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make them aware of the foster home placement program and its therapeutic
benefits. When it is evident that the patient's family is adamantly
opposed to foster home placement, the ward social worker explains to
them that "medical opinion concerning the selected treatment plan can
supersede their objections." The ward social worker is ever mindful
of the following facts:
Unless there are definite contraindications, the family
is encouraged to maintain its relationship with the
patient through mutual visits and corresixjndence. While
it is true that families of some patients do not desire
any degree of responsibility, it should be borne in mind
that for some families placing a relative in a foster
home can produce as much anxiety as his original admission
to a mental hospital. These feelings are recognized and
handled by the social worker so that hopefully, family
attitudes will not affect the patient's adjustment
adversely.^
When the family is expressly interested in the i)atient's welfare,
efforts are made by the foster care worker to show them the foster home
and to introduce them to the foster parents. While many of the patients
are in foster homes, the foster parents encourage them to maintain contact
with their families and to send letters, cards, small gifts, etc., on
special days and for special occasions and events.
When the social worker feels that the patient is ready for placement,
the case is presented to the ward staff where it is thoroughly reviewed.
When the patient is approved for foster home placement, the ward social
^Social Work Service, Foster Home Caret Handbook for Social Workers
(Northport, N. Y.t Veterans Administration Hospital, Date unknown),
pp. 4-5.
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worker presents the case to the Foster Home Board.
The foster care worker, who takes over the case once it has been
accepted by the Foster Home Board, begins a process of evaluating the
case in terms of making the best possible foster home placement. His
evaluative process is very much similar to that of the ward social worker,
however, his concerns are for a placement, with foster parents and other
patients, that will meet the patient's mental and emotional needs. For
these reasons, the foster care worker sets up the following criteria
for case evaluation:
1) Patient's awareness of the reality of the situation. This
is not a limiting factor, but it does play a part in the
type of home selected for the patient.
2) The patient's feelings about foster home placement.
Enthusiastic and resistive patients are worked with
to: a) find out the reasons for the patient's enthusiasm;
(some patients see foster home placement as a means of
getting out of the hospital, some see it as a way to
make frequent visits to relatives and friends, and some
see it as part of the over-all treatment plan); b)
involve resistive patients in planning for foster home
placement through the use of the "buddy-system,"
(involving the patient with another candidate for foster home
placement).
3) Remission of the patient's illness. A careful review
is made of the patient's past history with emphasis on;
a) previous suicidal attempts, how, when, where and the
precipitating indidents; b) the extensiveness of a
depressive state; c) evidence of physical assaultiveness,
how, when, where; and, d) evidence of a drinking pattern,
with emphasis on the patient's use of alcohol.
4) The patient's needs in terms of a parent substitute or
parent substitutes.
5) The presence of "sibling rivalry" on the part of the
patient among other patients in the hospital setting
with emphasis on how this type of behavior might effect
his placement in a foster home.
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6) The patient's personal hygiene; sleeping habits; ability
to manage his own medications and/or his need for super¬
vision in this area.
7) The patient's evaluation by the Physical Medicine and
Rehabilitation Staff with eii5)ha8is on his ability to
accept the authority of the Staff. Information is also
sought on the patient's working relationship with other
patients in the PM 85 R setting.
8) The patlentj's work history prior to hospitalization.
It is felt that patients with a good work history prior
to hospitalization will make a more satisfactory adjust¬
ment to foster home placement and Job placement.
9) The attitudes of the patlentj's relatives toward foster
home placement. This is important in considering the
involvement of the relatives in planning for the
patient's placement in a foster home.
Placement of the Patient
After the patient and the case have been evaluated, the foster care
worker makes a careful evaluation of the homes under his supervision so
that the most suitable home can be selected for the patient. Usually
the foster care worker finds that the patient will fit into one of two
or three homes on his list of potential homes. Arrangements are then
made fot the patient to spend a day in the home the foster care worker
eventually selects. The patient is introduced to the foster home parent
or parents and the other patients in the home. Efforts are made to
involve the patient in the activities in the home and the community. The
foster home patients are encouraged to take the potential patient on a
tour of the town during his day with them. While the i>atient is in the
home, the foster care worker again interviews the patient to ascertain
his reactions to the physical qualities of the home and his feelings
about leaving the hospital. The foster care worker again explains
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foster home placement; reassures the patient that leaving the hospital
does not "cut” him off from it; and makes some efforts to point out the
good points of home and family life. If the foster care worker feels that
the patient is still frightened, he suggests that the patient spend the
week-end in the home. If, after the week-end, the patient likes the
home and requests to stay, the foster care worker airanges for the patient
to be staffed for trial visit to a foster home in absentia. If the
patient does not like the home, he is taken to another home which the
foster care worker had considered suitable for him. The process of
finding a home in which the patient feels comfortable can be a difficult
process and the worker makes use of this situation by assessing the
patients motivation for foster home placement.
Prior to placement, the foster care worker has worked with "Patients
Services" and/or the patient’s relatives to see that the patient has an
adequate supply of clothing to take with him to the foster home. Some¬
times the foster care worker might find it necessary to take a newly
placed patient, along with a few of the other patients, on a shopping
trip. This is a general procedure for the frightened, miserly patient.
This procedure helps the patients to become familiar with the selection
and purchasing of personal clothing articles qnd re-orients them to the
use of money and the art of budgeting.
The Financing of Foster Home Placement
Rates for room and board, to become effective by June, 1966, are
$150.00 for a single room, $135»00 for a double room, and $125.00 for
a room occupied by three or more.
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In the case of a service-connected veteran, payment of his room
and board and other living expenses end incidentals are derived from his
own resources, generally his compensation. For the non-service connected
veteran, supplements can be secured from the Department of Public Welfare
to augment his Veterans Administration pension and/or his Social Security
disability cheeks. There is existing a "non-written” agreement between
the foster home workers and the foster home parents that for every four
full-paying patients placed in the home, the foster parent will take in
an "indigent" patient at a reduced rate. This reduced rate is dependent
upon the amount of public assistance or Social Security benefits the
patient receives, minus a fairly adequate sum for the patient's personal
expenses.
Indigent patients are taken to the local Department of Public
Welfare Offices by the foster home worker on the day of actual placement
in the foster home. Welfare payments for room and board are made
retroactive to the date of patient's application for assistance. Pay¬
ment for living expenses are not retroactive to the date of application
and it usually requires two or three months for payment of benefits to
begin. Indigent patients can be provided with an interim allowance for
living expenses from the "Hospital Welfare Fund,"* controlled by Social
Work Service. This allowance continues until welfare benefits for room
and board and living expenses are received by the patient. One of the
*The Hospital Welfare Fund is funded by donations from various
civic, fraternal and social organization.
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good points, in connection with receiving welfare payments, is that
recipients (patients) receive medical care and services at the expense
of the Department of Public Welfare.
In many instances, foster home parents provide the indigent patient
with small sums of money and/or certain articles on special occasions.
In other instances, relatives occasionally send small sums of money to
the patients whenever they can afford to do so.
It should be pointed out that financing the placement of the
foster care patient can become a difficult task if the patient has an
uncooperative relative serving as his committee. If the patient has
sufficient funds on deposit in his hospital account, his placement can
be expedited by using these funds until final arrangements for sub¬
sequent funds have been made with his committee. The arrangements can
become difficult, if the relative serving as the committee is against
foster home placement. In the past, the thinking of Veterans Administration
has been that:
...The discharge of a committee by the Chief Attorney can
be undertaken only if there is evidence of misuse of the
patient's funds by the committee. Refusal of the committee
to make funds available for foster home care is not
considered misuse of funds by the Chief Attorney,1
The only alternative was to work with the relative in hopes of
reaching an agreement concerning the patient's eventual placement and
the releasing of funds for such. There is now a legal way of "forcing"
^Social Work Service, Foster Home Care, p. 9
the relative-committee to release funds for the patient's placement in
the foster home by proving that this relative-committee is not acting in
the best interest of the patient.
Financing the placement of a foster care patient when the committee
is a bank or another agency is a less con^Jlicated task. The foster
care worker, using the proper channels, has only to inform the Chief
Attorney of the date when foster home placement will take place and make
a request for a specified sura of money. The Chief Attorney will instruct
the impersonal committee to make funds available to the patient so that
placement can be made on the date specified by the foster care worker.
The initial check from the committee usually comes to the hospital and
is deposited in the patient's account. When the patient is placed, the
check is sent to him so that he can cash it and pay his own bills. If
the patient is able to manage his finances adequately, he continues to
receive his checks and handles all of his bills, expenses, etc. If the
patient is unable to handle his finances, the foster care worker, with
the assistance of the foster care parent, sets up a budget and arranges
for the patient to receive stated amounts from the balance held by the
foster parent. This system makes it possible for the patient to have
money for personal articles and expenses during the whole month.
Selection of Foster Parents and Homes
Presently there is not a widespread program for the systematic
recruitment of foster care parents. Usually an interested person, who
has heard about the foster home program from family members or friends,
will either write or call Social Work Service and make an inquiry
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about the program. In some instances the supervisory social worker
responds to the telephone call and after an evaluative conversation,
decides whether the interested person might be considered for the program.
Whenever a letter is received from a potential applicant, a foster
home worker dictates a form letter to the applicant and encloses Veterans
Administration Form 2407* and a pan^hlet published by Social Work Service
entitled, "Community Placement Program." Three references are also
requested, specifically, a doctor, lawyer or minister, and two non¬
relatives. In processing the completed application, a letter is dictated
to each of the references submitted by the applicant, requesting answers
to the following questions: a) How long have you known the applicant and
in what capacity? b) How suitable, in your opinion, would the applicant
be for the placement of our patients? In order to give the reference
person an idea of what the foster home program entails, a copy of the
I)amphlet, "Community Placement Program" is enclosed in the letter.
Ifeually after replies from the references have been received, the
foster home worker dictates a form letter to the applicant requesting a
visit to the home. While on the visit, the worker makes use of Veterans
Administration Form 24o8* in evaluating the home. Acceptance of the
home is based on the foster home worker's Judgment and acceptance or
rejection of the home must be validated on VA Form 24o8. The worker
makes use of the applicant's opinions and attitudes toward psychiatric
See Appendix
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patients as a basis for accpeting or rejecting the home. The applicant
is notified by letter of acceptance or non-acceptance into the foster
home program. Whenever an applicant is rejected, an effort is made to
visit with the applicant for the purposes of explaining why the application
was turned down.
The number of patients to be placed in a particular home is controlled
jointly by the foster home worker and the various townships which place
a limitation on the number of patients per home. In one situation, a
township has set up a maximum of four patients per home. The foster
home worker has begun stating, in letters to new foster lK>me parents in
that area, that only four patients will be placed in the home. This
does not commit the worker to place four patients in each home because
the number of patients placed is based on the foster home worker's
professional judgment and evaluation of the caretaker's ability to
handle a certain number of patients.
During the first year when new foster parents enter the program, the
foster home worker spends a great deal of time with them in an effort to
stimulate their interests and positive attitudes toward the rehabilitation
of psychiatric patients. The foster home worker also works with other
members of the family (siblings and other relatives living in the
household) and/or neighbors who are not receptive to the care of psychiatric
patients in their neighborhood. Every effort is made to help the foster
parent to make some realistic decisions and approaches toward working
with many of the small problems that she encounters. The foster home
worker is of the opinion that this intensive form of guidance and
consultation will enable the caretaker to become experienced in handling
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many of the problems that arise in the home.
There is a general understanding between the foster home worker and
the foster parent that social work services are not only available
during the visits to the home, but are also available In cases of
emergency. The foster home parent is made aware of the procedure for
securing the needed services in emergency situations.
The foster home worker offers assistance to the foster care parent
and the patients in planning recreational activities, recreational
trips, vacations and business trips.
Supervisory Follow-up Activities
In most instances, patients are placed at the beginning of the
week so that the foster home worker can make another visit that same
week. The third visit is usually one week following the second visit.
Subsequent home visits are made every two weeks so that the patients in
the home can predict Just when the foster home worker will visit their
home. In some cases, special visits are made more frequently when the
situation requires such visits.
Patients in foster home placement report to the Out-Patient Clinic
once every twenty-eight days. Adequate public and commercial transportation
presents a special problem in the Suffolk County area, therefore the
foster care workers have to plan carefully for these visits. Transportation
to the hospital is sometimes provided by the foster home parents, and in
some instances, patients use public transportation and/or commercial
transportation for these visits. Several of the foster home workers have
bargained with commercial transportation concerns for special rates for a
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stated number of patients. In their considered opinion, commercial
transportation offers the best coverage for patient transportation
because of the special insurance and licenses required for commercial
concerns.
The foster home worker has the responsibility of co-ordinating
and planning for the patients monthly visits to the hospital. Prior
to the patient's visit, the foster home worker notifies the Out-
Patients' Service Clerk of the Registrar's Service that the patient is
scheduled to report on a certain date. The foster home worker then
makes notes in the Doctor's Clinical Folder regarding significant events
during the i)atient's placement; special problems; suggests an evaluation
of patient's medication and other pertinent information and suggestions.
The foster home worker sometimes finds it beneficial to sit in on sessions
between the doctor and the patient in order to help them to establish a
plan of action for the various problem areas. When the patient in foster
home placement needs the attention of other medical services, the foster
home worker has the responsibility of arranging for these services.
The foster home worker is also responsible for the submission of a
"Report of Trial Visit Adjustment" on a quarterly basis to the medical
staff of Veterans Administration Hospital, Northport. These reports are
made on each patient on trial visit to a foster home and they generally
cover four areas; l) the patient's handling of his finances, 2) the
patient's handling of his medication, 3) the patient's social interactions,
in the foster home and the community and with his relatives, the
patient's vocational interests. Specifically, the report "describes
the patient's adaptation to the home, the areas in which he currently
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needs casework or other assistance, the progress he has shown since
1
"being placed, and projected casework planning and treatment.” In the
final report, which is submitted at the end of the trial visit adjustment
period, the foster care worker is free to make recommendations concerning
the continuation of foster care placement and/or ratings of competency
or incompetency for the patient. Legal competency determination is made
by a field representative from the New York Regional Office and concerns
itself with the patient's ability to manage his financial affairs. All
patients when discharged from trial visit status become medically and
legally competent, unless a committee is appointed to help the patient
handle his financial affairs. The ability of the patient to handle his
financial affairs must be proven before the veteran can be declared
legally incon^etent.
Foster home placement affords many opportunities for the individual
patient to pursue vocational or educational interests. Through the ser¬
vices of the foster home worker, the patient can be referred to the
Counseling Psychology Service where he will be tested and evaluated for
possible Job or school placement. In some instances the foster care
worker is able to place the patient on a small Job at the foster home
or on one in the immediate vicinity of the home. This action, on the
I)art of the foster care worker, is not a general practice, however,
the worker has been able to do this because of his contacts in the
community where his patients are placed.
Officially, patients are carried on trial visit status for one year.
^Social Work Service, Foster Home Care, p. 13
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however, in some instances, the medical staff will recommend discharge
before the expiration of the trial visit period. In these instances it
is the medical opinion that the patient has progressed to a point
where he can once again resume living with his family or move out on
his own into the community. Most patients who are without families
choose to remain in the foster home after discharge from trial visit
status. Discharged patients, who have service connected disabilities,
continue to receive medications and other services.
CHAPTER IV
CONCLUSIONS
The step-by-step procedures of foster home placement of psychiatric
patients at Veterans Administration Hospital, Northport, presented in
the preceding chapter of this study, have essentially covered the salient
points of the foster home placement aspects of the Community Placement
Program. In order to present clear and well formulated evaluative
statements concerning the effectiveness of this program in carrying out
the policy regulations and guidelines in Veterans Administration Technical
Bulletin 10A-33^« emphasis will be placed on those aspects of the program
which are modifications or deviations from the policy regulations and
guidelines.
The policy regulations and guidelines are worded in such a manner
that they permit broad interpretation and a great deal of flexibility in
actual implementation. The foster home placement activities, when
viewed in the context of the guidelines and regulations presented in the
above mentioned bulletin, appear to be well within the operating scope of
that bulletin, however, there is one area in which there is a deviation
from the suggested procedure. Under the section headed, "Selection of
Homes," is found the following statement: "...Not more than one other
1
patient should live in the family group." In actual practice, multiple
^Veterans Administration, Technical Bulletin 10A-33^i Trial Visit
Procedures in the case of Patients with Psychosis, Improved, Who are Going
to Homes Other than Their Own (Washington: U. S. Government Printing
Office, 1953), P. 3.
kl
1^2
placements numbering from two to twelve are being made. William
Sculthorpe offers theoretical justification for this practice in the
following statement:
Early in our experience in placing patients it became
apparent that many of the patients, who had lived for a
number of years in a ward atmosphere, were threatened by
the relationships they would experience if they were to
live with a foster family. Our expectation that they
would respond to warm, close contacts within a foster
family was overly optimistic, particularly in relation
to the early stages of the patient's post-hospital
adjustment. Subsequent experiences reinforced our
conviction that the placement of more than two patients
in one home not only was feasible but also provided
therapeutic benefits that could not be achieved by
individual placement. By placing several patients in
one home we found that a significant number made the
transition from hospital living quite comfortably. Also,
they responded positively to the new experience more
quickly because they did not have the feeling that as
much was invested in them or expected from them by the
foster home sponsors. Moreover, they had an opportunity
for socialization with their peers.1
Sculthorpe makes mention of the fact that the hospital area,
particularly the geographical location, makes it necessary to resort to
the use of large, old fashioned type residences for placement. These
2
residences can easily accommodate more than two patients. In strenghthen-
ing the points made in the first paragraph, Sculthorpe states further:
As has already been indicated, placing the schizophrenic
patient in a foster home by himself may be too anxiety-
producing for him and may increase his withdrawal ten¬
dencies or augment his dependence i5)on parental figures,
thereby involving him in an endless working through of
transference problems. Since individual ties with foster
William B. Sculthojrpe, "ffeiltiple Placements of Psychotic Patients
in Foster Homes," Social Casework, XLI (December, i960), p. 518.
^Ibid.
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parents are less close when there are several patients,
each patient is more likely to develop beyond the level
of dependence on the foster home sponsors and to be
stimulated to establish outside interests in the
community while he is still assured of a supportive
parental figure in the background.^
Multiple placements can possibly be justified again, due to the
ambiguity of the terminology used to designate the various types of
placements. The placement categories of "special placements" and "half¬
way houses" seemingly provide the source of this ambiguity. It is the
opinion of the writer that part of this ambiguity could be eliminated by
the development of a working definition of foster homes, special place¬
ments and half-ways houses. It appears that for the purpose of annual
statistical reporting, sub-categories, such as "half-way houses" and
"special placonents" are used. There is a need for a distinction between
the three, with emphasis on the aims and purposes of each type of place¬
ment and the exact therapeutic benefits expected from the utilization of
each placement category. Further ambiguity could be eliminated if the
guidelines were reworded to allow for as many placements as would be
therapeutically beneficial to the patients in the particular home. This
revision of the gxxidelines would make for an investigation or testing of
the theories on the therapeutic benefits of multiple placenents.
The foster home placement procedures cxirrently in operation at
Veterans Administration Hospital, Northport, appear to be operating
^Sculthorpe, op. cit., pp, 518-519•
efficiently, in light of some of the realistic problems inherent in the
foster home placement of psychiatric patients. Medical opinion concerning
the therapeutic benefits to be derived from foster home placement is
generally divided, Schwartz states that many practitioners questioned
whether after-care services were needed by patients hospitalized with
ninety days or less of hospitalization, and the need for after-care for
long term hospitalized patients. He states:
Whereas almost all ex-patients who had been hospitalized
over one year are believed in need of some follow-up,
many practitioners with whom we talked questioned whether
it is true of the short-term patient, particularly if it
was his first admission and he has been in the hospital
for ninety days or less. Some ex-patients manage well
without further help, and aftercare under some conditions
is even thought to be detrimental, for the following
reasons,!
First, aftercare may foster overdependency on the
professional. Providing the ex-patient with a continued
protector and helper, along with the expectation that
he needs one, may encourage him in the very behavior
that the practitioner hopes to decrease. Secondly,
aftercare may foster "psychiatric hypochondriasis,"
Continued connection with formal organizations may lead
the ex-patient to be overly concerned with his emotional
reactions or with job or family adjiustment. And his
family or friends on their side may define him as a
frail flower constantly needing to be protected end watched
lest he suffer a relapse. Thirdly, aftercare may
aggravate the stigma of having been a mental hospital
patient and encourage him to continue to think of
himself as sick,2
Schwartz concludes that these three considerations keep professionals
ISchwartz, op, cit,, p, 211
^5
from recommending after-care for all patients, however, this after-
1
care should be available if and when the patients need it.
It is possible that these differences in opinions concerning foster
home placement are found among the hospital staff at Veterans Administration
Hospital, Northport. These differences can only be dealt with when
they are openly discussed, tested and evaluated and this can only be
accomplished when the total hospital staff becomes interested in the
total Community Placement Program. Many of the ward social workers
interviewed for this study expressed a need for the ward physicians to
spell out their criteria for the selection of foster home candidates and
to enter into a testing and evaluating of the results. If the foster
home placement procedures are to be effective, there must be common
agreement, among the professional involved, as to the selection of
patients and the therapeutic benefits to be derived from foster home
placement. Just as the ward social worker and foster care worker
identify selection criteria, it should prove beneficial for all other
professionals involved to likewise develop a schema for selection of
candidates for foster home placement. As the hospital staff becomes
involved in the Community Placement Program there will be a need for more
and adequate foster parents and homes.
The above statements are not new to Social Work Service because of
the programs established in these areas. Lectures, seminars and other
types of meetings have been scheduled with the medical staff aimed at
^Schwartz, op. cit., p. 212.
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involving them in the total Community Placement Program. In efforts to
recruit foster parents, the Hospital Director and the Chief, Social Work
Service publicly cited a former foster parent who had retired from the
program after many years of service. This event appeared in the local
papers, along with a statement indicating the need for more persons
interested in becoming foster parents. Social Work Service also sponsors
an annual tea held during the month of May for foster care sponsors
during which time there is a planned program centered around a lecture, a
movie and discussion and informal sessions in which the sponsors share
experiences and consult with the medical staff.
At this time two studies relating to the foster home program have
been completed. These studies, one by William B. Sculthorpe entitled,
"Multiple Placement of Psychiatric Patients in Foster Homes," and the
other by Sarah Nichols, Alan Pike, Max Hitcher and William B. Sculthorpe
entitled, "Foster Home Placement of Psychotic Patients with Histories of
Problem Drinking," have been on specific areas of the program and have
not offered any evaluative statements concerning the total Community
Placement Program. Presently, the Social Work Service Research Committee
is involved in a five year study of the Community Placement Program. No
conclusive statements as to the results of the study are available for
consideration at this time. Social Work Service carefully analyzes and
revises the Community Placement procedures in working toward the develop¬
ment of an efficient and effective program
It is hoped that this descriptive study will in some way add to the
refinement of the foster home placement procedures of Social Work Service
at Veterans Administration Hospital, Northport, New York.
APPENDIX
The following Veterans AdininlEBtration Forms are used in the foster
home placement prodedures of psychiatric patients at Veterans Administration
Hospital, Northport, Long Island, New York.
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RECOMMENDATION FOR TRIAL VISIT OF PATIENT
IN HOME OTHER THAN HIS OWN
{Summary of Psychiatric, Medical, and Social t>ata)
1. NAME OF VA STATION 2. ADDRESS 3. DATE
4. VETERAN'S LAST NAME • FIRST NAME . MIDDLE INITIAL 5. DATE OF BIRTH 6. REGISTER NO. 7. CLAIM NO.
C-
8. WARD NO.
9. VETERAN'S HOME ADDRESS 10. RELIGION
PART 1 (To be completed by ward physician)
11. REASON FOR REFERRAL (Compoaition and attitude of family, and reaaon for not placing patient with them)
t2. DIAGNOSIS (Faychiatric and medical)
13. DESCRIPTION OF PATIENT (Phyaieal appearance, peraonality, behavior, mooda, etc.)
M. IS PATIENT MEDICALLY CONSIDERED
ABLE TO HANDLE OWN FUNDS?
□ yes □
15. LEGAL STATUS
□ INCOMPETENT □ GUARDIANSHIP PRO.CEEDINGS UNDERWAY □ COMMITTED
16. WHAT PSYCHIATRIC OR MEDICAL SUPERVISION IS REQUIRED?
17. WHAT MEDICATION IS NEEDED?
18. WHAT DIET IS REC0M4ENDED?
19. SIGNATURE OF PHYSICIAN 20. DATE
PART II (To be completed by the Regis trar)
21. NAME OF GUARDIAN 22. ADDRESS
23. NAME OF NEAREST RELATIVE 24. ADDRESS 25. RELATIONSHIP
PATIENT’S SOURCE OF INCOME
26. VA COMPENSATION
$
31. HAS AID AND ATTENDANCE
BEEN AWARDED?





32. AMOUNT OF INSTITUTIONAL AWARD
29. INSURANCE
$




34. AMOUNT HELD ELSEWHERE
Vn 10-2406 VA DC 160504
MILITARY SERVICE
BRANCH OF SERVICE 36. LENGTH OF SERVICE 37. HIGHEST RANK OR GRADE 38. DATE OF LAST DISCHARGE 39. COMBAT ACTION
D YES EH NO
PART 11 I (To he completed by social worker)
HOSPITAL AND EMPLOYMENT HISTORY
LENGTH OF HOSPITALIZATION PRIOR TO 41. LENGTH OF HOSPITALIZATION SINCE 42. TYPE OF HOSPITALIZATION OTHER THAN VA
AND DURING MILITARY SERVICE DISCHARGE FROM MILITARY SERVICE
im PRIVATE EH STATE n NONE
BRIEF HISTORY OF EMPLOYMENT PRIOR TO AND AFTER DISCHARGE FROM MILITARY SERVICE
PATIENT'S READINESS FOR PLACEMENT
PATIENT’S AND RELATIVES’ ATTITUDE TOWARD HIS PLACEMENT
PATIENT’S WORK ASSIGNMENTS. HOBBIES. AND OTHER REHABILITATION ACTIVITIES
ABILITY OF PATIENT TO ASSIST WITH HOUSEHOLD TASKS
CLUB MEMBERSHIPS AND OTHER ASSOCIATIONS
PRESENT AND PAST CHURCH ACTIVITIES
NAMES OF PERSONAL FRIENDS INTERESTED IN THE PATIENT SO. ADDRESSES
PATIENT'S SPECIAL NEEDS. CAPACITIES. PROBLEMS. ETC.
TYPE OF HOME AND COMwlUN 1TY DESIRED
KIND OF SUPERVISION AND PERSONAL ATTENTION REQUIRED BY PATIENT IN THE HOME




RECOMMEND PLACEMENT OF VETERAN IN
rural AREA 1 1 URBAN AREA
57. SHOULD EMPLOYMENT IN THE NEIGHBORHOOD BE ENCOURAGED?
n YES n NO
SIGNATURE OF SOCIAL WORKER 59. DATE
Form Approved
Budget Bareao No. 7$-R354.1
VETERANS ADMINISTRATION
APPLICATION FOR CONSIDERATION OF HOME IN THE TRIAL VISIT PROGRAM
1 . NAME OF VA STATION 2. ADDRESS
DESCRIPTION OF HOME OFFERED
3. NAME OF PERSON TO BE RESPONSIBLE FOR PATIENT’S CARE 4. DATE OF BIRTH 5. RACE 6. OCCUPATION
7. ADDRESS (Number, street, city or town, and State) 8. HOW LONG HAVE YOU LIVED IN
TH1S COMMUN1TY?
9. MARITAL STATUS (Check)
O MARRIED n NEVER MARRIED CH WIDOWED D DIVORCED CH SEPARATED
to. DO YOU LIVE IN (Check)
n OWN HOME CD RENTED HOME Q APARTMENT CD OTHER
11. HOW MANY ROOMS HAVE YOU?
12. HAVE YOU A TELEPHONE?
(If ’• Yea, "
n YES CD NO number)
13. IF ITEM NO. 12 IS "NO.** IS THERE ONE AVAILABLE
TO YOU?
(If •' Yea, '*
CD yes CD NO number)
14. HOW FAR IS TELEPHONE FROM
YOUR HOME?
15. IF ITEM NO. 13 IS ” YES. ” GIVE NAME OF SUBSCRIBER 16. ADDRESS
17. 00 YOU ATTEND CHURCH?
(If •• Yea, ”
f“™| name ofLJ YES 1! NO church)
18. ADDRESS
19. ARE YOU A MEMBER OF THAT CHURCH?
CD yes CD NO
20. WHAT IS YOUR RELIGION? 21. CAN YOU ARRANGE FOR PATIENT TO ATTEND CHURCH REGULARLY?
CD YES CD NO
22. NAME OF NEAREST RAILROAD STATION TO YOUR HOME 23. NAME OF NEAREST BUS STOP
24. GIVE DISTANCE AND DIRECTIONS FOR REACHING YOUR HOME BY AUTOMOBILE FROM VA STATION LISTED IN ITEM NO. 1
25. NAME OF SPOUSE 26. DATE OF BIRTH 27. RACE 28. RELIGION
29. MEMBERS OF HOUSEHOLD (Family and others)
A, NAME B. AGE C. SEX D. RELATIONSHIP E. OCCUPATION
30. IS ANY MEMBER OF YOUR HOUSEHOLD AN INVALID OR UNDER MEDICAL CARE?
□ (“H (If ** Yea, ** what is theYES L—I NO nature of the i1Inesa)
A FORM
R 1962 10-2407 EXISTING STOCK OF VA FORM 10-2407APR 1953, WILL BE USED. VA 363960
31. DOMESTIC AND OTHER HIRED HELP ON THE PREMISES
A. SEX B. RACE C. AGE D. DUTIES
32. DO ANY OF THE HELP LIVE IN YOUR
HOME AND EAT WITH THE FAMILY?
3 3. DO YOU, HAVE BOARDERS
OR LODGERS?
CH YES CD HD yes CD r
34. ARE ALL MEMBERS OF YOUR HOUSEHOLD WILLING
TO HAVE A PATIENT LIVE IN YOUR HOME?
CD YES CD I
35. WHAT IS APPROXIMATE AGE
AND SEX OF PATIENT DESIRED?
36. HAVE YOU EVER CARED FOR A MENTAL PATIENT IN YOUR HOME BEFORE?
□ (—I (•// “ Ye,."YES LJ NO give name)
37. WHAT WAS THE PATIENTS RELATIONSHIP TO YOU?
38. REFERENCES (Oi ve name and address of two persons not related to you* Also, name of your Doctor and Minister)
A. NAME I ^ ADDRESS
39. WATER SUPPLY SOURCE AND PLUMBING FACILITIES
1—ICITY WATER 1—1 PRIVATE WATER |—11—1 SUPPLY 1 1 SUPPLY 1 1 INSIDE TOILET CD OUTSIDE TOILET CD TUB BATH D SHOWER BATH
40. LIGHTING AND HEATING EQUIPMENT
I—1 m FURNACE.P1PED 1 1 FURNACE.WARM I 1 STOVES OR1 1 ELECTRIC LIGHTS 1 STEAM OR HOT WATER 1 1 AIR 1 1 ROOM HEATERS
41. HEATING FUEL
CD COAL n WOOD CD LI OU 1 0 FUEL CD UTIL ITY GAS CD BOTTLED GAS n ELECTRI ClTY
42. DOMESTIC ANIMALS AND FOWLS
CD HORSES D COWS CD POULTRY CD PI GS CD DOGS CD CATS
43. AMUSEMENTS AND ENTERTAINMENT ITEMS
CD AUTOMOBILE D RADIO CD PHONOGRAPH CD TELEVI SION CD DAILY PAPER CD MAGAZINES
44. OTHER FACILITIES FOR CARE, ENTERTAINMENT. AND INTEREST OF PATIENT
45. WHAT RECREATIONAL OPPORTUNITIES ARE AVAILABLE IN THE COMMUNITY?
46. WHAT IS YOUR REASON FOR WISHING TO TAKE ONE OF OUR PATIENTS INTO YOUR HOME?
48. SIGNATURE OF APPLICANT
50 Form ApprovedBudget Bureau No. 76tR355.2
VETERANS ADMINISTRATION
OUTLINE FOR OBTAINING INFORMATION AS TO SUITABILITY OF HOME
OTHER THAN PATIENT’S OWN
1. NAME OF VA STATION 2. ADDRESS
3. NAME OF APPLICANT 4. ADDRESS 5. TELEPHONE NO.
6. APPLICANT CAME TO VA ATTENTION THROUGH
7. DIRECTION FOR REACHING APPLICANT'S HOME FROM THE VA STATION LISTED IN ITEM NO. 1
8. DOES THE APPLICANT LIVE IN (Check)
d OWN HOUSE Id RENTED HOUSE CU APARTMENT [IH OTHER
9. NO. OF ROOMS 10. NO. OF BEDS
11. NO. OF BATH ROOMS 12. LOCATION
13. NO. OF TOILETS 14. LOCATION
15. NO. OF LAVATORIES 16. LOCATION
17. LOCATION OF THE ROOM INTENDED FOR THE PATIENT 10. SIZE OF ROOM
19. SOURCE OF WATER SUPPLY 20. HOW IS HOT WATER SECURED? 21. HOW IS HOUSE HEATED?
22. ARE MEALS SERVED AT REGULAR HOURS?
n YES D NO
23. IS THERE GENU 1NE 1NTEREST SHOWN IN PLANNING
AND SERVING MEALS?
d YES d NO
24. ARE MEALS SERVED WITH VARIETY OF PLAIN
WHOLESOME FOODS FROM THE MAIN FOOD GROUPS?
dYES dNO
25. ARE THERE ADEQUATE COOKING. REFRIGERATION.
AND STORAGE FACILITIES?
d YES d NO
26. IS MOST OF THE FOOD RAISED BY THE APPLICANT?
1 1 YES d NO
27. HOW MUCH MONEY IS SPENT FOR FOOD EACH
WEEK ?
28. CARE OF HOME (Describe) 29. SANITATION, SAFETY AND FIRE PROTECTION IN HOME











30, DISTANCE FROM THE HOME TO- 31. WHAT OTHER RECREATIONAL OPPORTUNITIES EXIST OR WILL BE DEVELOPED?
A. CHURCH B. LIBRARY C. PARK D. MOVIES
32. WHAT EMPLOYMENT OPPORTUNITIES EXIST?
V A FORM ] 0-2408 existing STOCK OF VA FORM 10-2408, APR 1953, WILL BE USED. VA 368641
33. MEMBERS OF HOUSEHOLD (Family and others)
A. NAME B. AGE C. SEX D. RELATIONSHIP
E. TIME REGULARLY
SPENT OUTS IDE OF HOME
34. WHAT IS THE ATTITUDE OF THE ABOVE MEMBERS TOWARD HAVING A MENTAL PATIENT IN THE HOME?
35. DOES APPLICANT APPEAR TO BE IN
GOOD HEALTH, PHYSICAL AND MENTAL?
D YES Dr
36. IS TOE APPLICANT FREE FROM DISABILING HANDICAPS?
□ I—I (If -No.-YES LJ INO specify)
37. IS THE APPLICANT UNDER MEDICAL CARE?
(If Yea, •
□ YES □ NO reason)
30. NAME OF DOCTOR TREATING THE PATIENT 39. ADDRESS
40. IS THE APPLICANT ON RELIEF OR
IN FINANCIAL DISTRESS?
41. WHAT SOCIAL AGENCIES ARE INTERESTED IN THIS HOME?
D YES n P
42, DESCRIBE PERSONALITY OF APPLICANT. SPOUSE. AND OTHERS IN HOUSEHOLD
43. EVIDENCE OF INTEREST IN (Cheek)
n EDUCATION Q BOOKS CH MUSIC n MOVIES n OUTINGS n AUTO TRIPS
PARTICI RATION PARTICIPATION
n INDOOR n OUTDOOR n HOBBIES n HOBBIES pi IN COMMUNITY rn IN CIVIL
LJ SPORTS LJ SPORTS 1 1 OF OWN LJ OF OTHERS 1 1 ACTIVITIES 1 1 ACTIVITIES
44. VMAT IS THE PURPOSE OF TAKING PATIENT INTO HOME?
45. WHAT DOES THE APPLICANT EXPECT OF THE PATIENT?
46. SUMMARIZE THE INTERVIEWS WITH REFERENCES
47. WHAT IS THE STANDING OF THE APPLICANT AND FAMILY IN THE COMMUNITY? (Describe in detnil)
48. DESCRIBE THE INTER-PERSONAL RELATIONSHIPS WITHIN THE HOME THAT WOULD AFFECT THE PATIENT
A. FAVORABLE B. UNFAVORABLE
49. DESCRIBE THE GENERAL TYPE OF PATIENT WHO COULD USE THIS HOME TO BEST ADVANTAGE
so. DATE 51. SIGNATURE OF SOCIAL WORKER
-• • WV '
51
PATIENT’S AGREEMENT WITH HOSPITAL IN RELATION TO A HOME
OTHER THAN HIS OWN
1. NAME OF VA STATION 2. ADDRESS 3. TELEPHONE NO.
4. NAME OF VETERAN 5. REGISTER NO. 6. CLAIM NO. 7. AGREE TO PAY
MONTHLY
c- $
8. NAME OF PAYEE 9. ADDRESS
9
10. TELEPHONE NO.
11. NAME OF SOCIAL WORKER
AGREEMENT: I agree to pay monthly the amount specified in Item No. 7 to the Payee named in Item No. 8 for room,
board, laundry, and attention to my welfare. I further agree to discuss any matter of concern to me that arises
during the course of this agre^nent with the Payee and with the Social \V6rker named above before I make any change
in this agreement.
12. SIGNATURE OF VETERAN 13. DATE
14. SIGNATURE OF SOCIAL WORKER (Witncaa) 15. DATE
U "^3 10-2409 VA DC 16021 5
AGREEMENT TO PROVIDE HOME CARE FOR PATIENT
1. NAME OF VA STATION 2. ADDRESS 3. TELEPHONE NO.
4. NAME OF PATIENT 5. REGISTER NO. 6. CLAIM NO.
C-
7. NAME OF PATIENT’S PHYSICIAN 8. NAME OF SOCIAL WORKER
9. AGREE TO CARE FOR THE PATIENT AT THE MONTHLY RATE OF
$
10. DATE WILL ACCEPT THE PATIENT INTO MY HOME
AGRFF^'^NT: 1, the undersigned, agree to accept the above
named patient into my home on the date indicated in Item
No. 10 at the monthly rate shown in Item No. 9. I will
provide the patient with room, board, laundry service,
and look after his personal welfare.
I understand that the patient will be on trial visit
status during his stay in my home and will be visited
at regular intervals by a member of the Social Service
Staff from the hospital.
I agree to notify the patient’s physician or the
social worker at the hospital , name and telephone No.
listed above, at once if there is any change for the
worse in the patient’s condition, either physical or
mental, or if the patient absents himself from my home
for any period of time without my knowledge or consent.
I further agree to notify a social worker or physician
at the hospital, if ray address is changed or if any other
person becomes a member of my household. I have been
informed that I have the right to request the patient’s
return to the hospital at any time, if he does not make
a reasonable adjustment.
11. SIGNATURE OF APPLICANT 12, ADDRESS 13. DATE
V A form
APR 1953 10-2410 VA DC 280148
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